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Abstract This study examined associations among male-
to-female physical and psychological relationship aggres­
sion, female partners’ PTSD symptoms, and behavior 
problems among the children (n=62) of men enrolled in a 
treatment program for relationship abuse perpetration. 
Psychological aggression was a stronger predictor of child 
behavior problems than physical assault. Restrictive en­
gulfment and hostile withdrawal behaviors evidenced the 
strongest bivariate associations with child behavior prob­
lems, and were the strongest predictors of this outcome 
when considering four distinct forms of psychological 
aggression together. Victim PTSD symptoms largely medi­
ated the effects of psychological aggression on child 
behavior. Findings suggest that male-to-female psycholog­
ical aggression and victim PTSD symptoms play an 
important role in understanding behavior problems among 
children living with male relationship abuse perpetrators. 
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An estimated ten million children are exposed to interpar­
ental physical assault each year in the United States (Straus 
1992). A number of studies have demonstrated an associ­
ation between interparental physical assault and child 
behavior problems (Fantuzzo et al. 1991; Jaffe et al. 1986; 
Jouriles et al. 1989; Jouriles et al. 1996; Grych et al. 2000; 
Kernic et al. 2003; Levendosky et al. 2002; McFarlane et 
al. 2003; Ware et al. 2001; Wolfe et al. 1985; see also 
Kitzmann et al. 2003, for a review). These studies indicate 
that both the frequency and severity of interparental 
violence are positively correlated with child behavior 
problems. The clinical significance of these findings is 
underscored by research demonstrating that behavior prob­
lems in childhood predict violent behavior, including the 
perpetration of relationship violence, in adulthood (Magdol 
et al. 1998; Mason et al. 2004). Thus, exposure to 
interparental abuse appears to place children at risk for 
both short-term and long-term difficulties. 

Little research has examined the impact of interparental 
psychological aggression on child outcomes. Research in 
this area appears warranted, considering that psychological 
aggression is associated with a range of psychological and 
physical health problems among adult women (Marshall 
1996; Sackett and Saunders 1999; Vitanza et al. 1995). 
Some investigations among battered women in shelters 
have shown that psychological aggression is a more robust 
predictor of posttraumatic stress disorder (PTSD) symptoms 
than is physical assault (Arias and Pape 1999; Dutton et al. 
1999; Street and Arias 2001). A recent study of the 
relationship partners of men in treatment for partner 
violence perpetration similarly found psychological aggres­
sion to exert a stronger impact on PTSD symptoms than 
physical abuse (Taft et al. 2005). Behaviors intended to 
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isolate and restrict the partner, denigrating behaviors, and 
dominating and intimidating behaviors evidenced the 
largest associations with PTSD symptoms. 

In their examination of women and children residing in 
domestic violence shelters, Levendosky and Graham-
Bermann (1998) obtained similar findings suggesting the 
salience of psychological aggression with respect to child 
behavior problems. Interparental psychological aggression, 
in contrast to physical assault, had a stronger positive 
association with both internalizing and externalizing be­
havior problems. Maternal stress appeared to account for 
the effects of interparental psychological aggression and 
physical assault on child behavior problems, consistent with 
other studies that have focused exclusively on interparental 
physical assault (e.g., Wolfe et al. 1985). This initial 
evidence suggests that, as with interparental physical 
assault, interparental psychological aggression is associated 
with child behavior problems, and maternal stress-related 
variables may mediate this association. 

Studies examining the role of maternal problems with 
respect to the associations between interparental abuse 
variables and child behavior problems have focused 
primarily on depression (English et al. 2003; Levendosky 
et al. 2003). We are not aware of any study that has 
examined the isolated effects of women’s abuse-related 
PTSD symptomatology on child behavior problems. This 
lack of research is surprising given the very high PTSD 
prevalence rates among samples of battered women (Golding 
1999), and large associations between relationship abuse 
and PTSD symptoms (Astin et al. 1995; Housekamp and 
Foy 1991; Taft et al. 2005). One recent study of mothers and 
children residing in shelters found that poor maternal 
psychological functioning, as determined by combined 
measures of depression, anxiety, psychoticism, and PTSD 
symptomatology, was positively associated with behavior 
problems in children (Levendosky and Graham-Bermann 
2001). Given these findings, previous research demonstrat­
ing maternal psychological functioning to mediate the 
relationship between interparental violence and problematic 
child behavior (e.g., Street et al. 2003), and evidence from 
military veterans indicating an association between parental 
PTSD and child behavior problems (Caselli and Motta 
1995; Jordan et al. 1992), we expected women’s PTSD 
symptoms to mediate associations between interparental 
abuse and child behavior problems. 

Most prior studies in this area have been conducted among 
those in shelters for battered women. Women in shelters are 
likely to have experienced more severe abuse than other 
battered women (Saunders 1994; Schlee et al. 1998), and 
the children who live with their mothers in shelters are 
likely to have been abused themselves (see Campbell and 
Lewandowski 1997). Furthermore, battered women with 

PTSD-related avoidance symptoms may not be adequately 
represented among help-seeking samples. Children in 
shelters may also exhibit more behavioral problems due to 
separation from their home environment and disruptions in 
living arrangements. Several researchers have shown that 
children’s behavior problems subside after returning home 
from a domestic violence shelter (Wolfe et al. 1986). 

The present study examined associations between male-
to-female interparental relationship abuse and child behav­
ior problems among a non-shelter sample of female partners 
of men in treatment for partner violence perpetration. We 
hypothesized that: (a) male-to-female interparental physical 
assault and psychological aggression would be positively 
associated with child behavior problems; (b) male-to-female 
interparental psychological aggression would be a stronger 
predictor of child behavior problems relative to male-to­
female interparental physical assault; and (c) participant 
PTSD symptoms would mediate the associations between 
male-to-female interparental abuse and child behavior prob­
lems. In addition, analyses were conducted to explore 
whether specific forms of male-to-female interparental 
psychological aggression exhibited stronger associations 
with child behavior problems when compared to other forms 
of psychological aggression. 

Materials and Methods 

Participants 

Participants were women identified as current or former 
partners of male clients enrolled in a community-based 
treatment program for perpetrators of intimate partner 
abuse, who represented a subsample of those participating 
in a larger investigation focusing on the impact of different 
forms of abuse (Taft et al. 2005). For the current study, 
participants were eligible if the male client reported living 
with a child between the ages of 4 and 17 at some point 
during the previous 6 months. Male clients provided 
consent to contact their relationship partner by telephone 
during their initial intake session. Confidential 1-h telephone 
interviews were conducted with the female participants 
prior to the initiation of the male client’s treatment. Female 
participants provided verbal assent for the use of the 
information provided during the initial telephone interview. 
Telephone interviews, rather than in-person interviews, 
were conducted with female participants to ensure safety. 
These interviews provided outreach information on safety 
planning and counseling, shelter, and legal advocacy 
services provided to victims by the agency research site, 
and assessed the male client’s abusive behavior, the female 
participant’s functioning, and child behavior problems. 
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These data were gathered during a routine clinic intake, for 
the purposes of research and program evaluation. All of the 
male clients had a documented history of physically 
assaultive behavior towards a female partner, as evidenced 
by self-report, partner report, and/or police report. 

During the time frame of this study, 68 partner-abusive 
male clients indicated that they had co-resided in recent 
months with one or more children in the target age range. 
Among the 68 potentially available female partners, 54 
(79%) were successfully contacted for the assessment and 
37 (69% of those contacted) completed child assessments. 
Reasons for failure to complete the assessment included 
inadequate contact information, partner refusal to complete 
some or all of the assessment, inability to complete the 
interview despite repeated phone contacts with the partner, 
and interviewer error (e.g., failure to recognize child 
eligibility as a function of changes in residential arrange­
ments with the abusive client). Eligible women who were 
not interviewed about their children and those who 
completed child assessments did not differ significantly on 
demographic variables including age, education, or income. 

Of the female participants who completed child assess­
ments, 60% were Caucasian, 34% were African-American, 
3% were Hispanic, and 3% were Native American. Women 
ranged in age from 17 to 50 years (M=35.0 years; SD= 
7.4 years), and had an average of 13.8 years of formal 
education (SD=2.5 years; range= 9–20 years). With regard 
to yearly income, 18% of women reported no earnings, 
16% earned $1,000–10,000, 13% earned $10,001–20,000, 
13% earned $20,001–30,000, 19% earned $30,001–40,000, 
6% earned $40,001–50,000, 9% earned $50,001–60,000, 
and 6% earned $60,000–80,000. With respect to relation­
ship status, 29% were married and living with the male 
client, 26% were separated and not dating the male client, 
20% were unmarried and residing with the male client, 11% 
were divorced and not dating the male client, 6% used to 
live with the male client and were currently dating him, 5% 
were separated and dating the male client, 3% used to date 
the male client but were not dating him currently, and 3% 
said their involvement with the male client fit none of the 
above categories. 

Data were available for a total of 62 children, with an 
average of 1.8 children per household. All children had 
been residing with the male client during the 6 months prior 
to assessment, and they ranged in age from 4 to 17 years 
(M=9.54; SD=3.56). One-half of these children (n=31; 
50%) were female. Fifty-eight percent were the biological 
or adopted children of the male client and female 
participant; 24% were the biological or adopted children 
from a previous relationship of the male client; and 18% 
were the biological or adopted children from a previous 
relationship of the female participant. 

Measures 

Intimate Partner Physical Assault was assessed with the 9­
item physical assault subscale of the Conflict Tactics Scale 
(CTS; Straus 1979). Female participants reported on the 
behavior of the male clients, rating the frequency of each 
assaultive behavior in the last 6 months on a scale ranging 
from 0 (never) to  6  (more than 20 times). Physical assault 
subscale scores were computed by summing the number of 
positively endorsed items, with total scores ranging from 0 to 
9, and higher scores reflecting a higher degree of physical 
assault. “Variety scores” derived from this computation 
method indicate the number of different assaultive behaviors 
experienced by the participant and have several desirable 
psychometric properties, such as higher reliability and 
greater accuracy than other CTS scoring methods, and equal 
weighting to all acts of violence, regardless of their 
frequency (Moffitt et al. 1997). The CTS is the most widely 
used measure of relationship abuse, and its internal consis­
tency reliability and construct validity have been consistently 
documented (Straus 1979, 1990). Further, Lawrence et al. 
(1995) report high associations between telephone and in-
person administrations of the CTS. Physical assault variety 
scores were log-transformed to reduce skew and kurtosis. 

Intimate Partner Psychological Aggression was assessed 
with the 28-item Multidimensional Measure of Emotional 
Abuse (MMEA; Murphy and Hoover 1999; Murphy et al. 
1999). The MMEA is composed of four seven-item 
subscales: Restrictive Engulfment (e.g., Tried to stop you 
from seeing certain friends or family members), Hostile 
Withdrawal (e.g., Acted cold or distant when angry), 
Denigration (e.g., Called you a loser, failure, or similar 
term), and Dominance/Intimidation (e.g., Threw, smashed, 
hit, or kicked something in front of you). The four-factor 
conceptualization of psychological aggression as assessed 
by the MMEA has been supported through exploratory and 
confirmatory factor analysis (Murphy and Hoover 1999; 
Murphy et al. 1999), and this measure has been shown to 
relate to clinical outcome and correlates of abuse victimi­
zation in prior studies of partner violence treatment 
samples, demonstrating its construct validity (Taft et al. 
2003; Taft et al.  2005). As with the CTS, female 
participants reported on the frequency of abusive behaviors 
by the male clients in the prior 6 months using a 0 (never) 
to 6 (more than 20 times) rating scale. Variety scores were 
computed for the four MMEA subscales and MMEA total 
score in the same manner as for the CTS, and these scores 
were log-transformed to reduce skew and kurtosis. 

PTSD Symptomatology was assessed using the nine 
symptoms from the Diagnostic Interview Schedule (DIS; 
Robins et al. 1982). The DIS is based on DSM-III 
(American Psychiatric Association 1980) criteria, and was 
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originally developed to assess psychiatric disorders in large 
epidemiological studies. The DIS was administered to 
participants following the instructions: “How often did 
you experience any of the following problems as a result of 
(partner’s name)’s abuse in the past six months?” Response 
options for the DIS were never (coded 0), occasionally 
(coded 1), and frequently (coded 2), with total frequency 
scores computed as the sum of these items. Total PTSD 
scores were then log transformed to reduce skewness and 
kurtosis. The PTSD module of the DIS has been found to 
demonstrate adequate reliability, with a 1-week test-retest 
coefficient of 0.95, and good convergent validity with other 
diagnostic interviews for PTSD (Breslau and Davis 1987; 
Watson et al. 1991). Studies of battered women have 
demonstrated high “probable PTSD” rates using the DIS, 
and high associations with measures of intimate partner 
abuse (Saunders 1994; Taft et al. 2005). The internal 
consistency reliability coefficient for this measure in the 
current study was 0.87. 

Child Behavior Problems were assessed using the 
Pediatric Symptom Checklist (PSC; Jellinek and Murphy 
1988). The PSC is a 35-item measure originally designed to 
identify emotional and behavioral problems in children in 
pediatric primary care settings; the measure has also been 
widely used in non-pediatric settings and is appropriate for 
children aged 4 to 17 (Kelley and Fals-Stewart 2002; 
Murphy et al. 1989). The PSC consists of a list of 
behavioral problems evidenced by children. Respondents 
rate the frequency of each behavior on a three-point scale 
with the response options never (coded 0), sometimes 
(coded 1), and often (coded 2). Sample items include: 
Fidgety, unable to sit still; School grades dropping; Takes 
things that do not belong to him or her; and Does not listen 
to rules. A total score was computed by summing the items, 
with higher scores indicating more behavior problems. 
These scores were log transformed to reduce skewness and 
kurtosis. Simonian and Tarnowski (2001) reported a high 
correlation between scores on the PSC and the Child 
Behavior Checklist (r=0.78 for externalizing symptoms 
and r=0.76 for internalizing symptoms; Achenbach 1991), 
a widely used measure of child behavior problems. The 
PSC has good test-retest reliability, with associations 
ranging from 0.84 to 0.91 over time (Jellinek and Murphy 
1988), and numerous studies have demonstrated the 
validity of the measure (see Jellinek et al. 1995, for a 
review). The internal consistency reliability estimate for the 
PSC in the current study was 0.92. 

Analyses 

First, descriptive statistics for all of the study variables were 
computed. Next, bivariate correlations among study vari­
ables were calculated to test the hypothesized associations 

among the measures of relationship abuse, PTSD symp­
toms, and child behavior problems. Effect sizes were 
interpreted in terms of suggestions made by Cohen 
(1988), and differences in the magnitude of associations 
were examined using Steiger’s (1980) formula. In addition, 
multiple regression was used to determine (a) the relative 
associations between physical and psychological aggression 
with child behavior problems; and (b) the relative associ­
ations of the different MMEA subscales with child behavior 
problems. 

The approach to testing mediators outlined by Baron and 
Kenny (1986) was employed to examine the hypothesis that 
PTSD symptoms would account for the associations 
between the abuse measures and child behavior problems. 
The mediational hypothesis is supported if: (a) the abuse 
measure is associated with PTSD symptoms and child 
behavior problems; (b) PTSD symptoms are associated with 
child behavior problems; and (c) when the abuse measure 
and PTSD symptoms are entered together into a multiple 
regression equation predicting child behavior problems, the 
effects of the abuse measure are reduced. A direct test of 
the significance of the mediational pathway, described by 
Kenny et al. (1998), was also conducted. 

Because data were collected on more than one child 
from some families, analyses were based on the sandwich 
or Huber/White variance estimator using STATA 7.0 
(Statacorp 2001), which adjusts estimated standard errors 
to account for the nonindependence of data from children in 
the same family. 

Results 

Descriptive statistics for all study variables are presented in 
Table 1. Female participants reported experiencing an 
average of 2.05 (SD=2.37) forms of physical assault over 
the previous 6 months, and 13.54 (SD=7.95) forms of 
psychological aggression. Of the MMEA subscales, Hostile 
Withdrawal was the most highly endorsed, with a mean 

Table 1 Descriptive statistics for study variables 

Variable M SD Range 

CTS physical assault 2.05 2.37 0–8 
MMEA total 13.54 7.95 0–27 
MMEA restrictive engulfment 3.32 2.57 0–7 
MMEA denigration 2.92 2.41 0–7 
MMEA hostile withdrawal 4.05 2.68 0–7 
MMEA dominance/intimidation 3.24 2.40 0–7 
DIS PTSD symptoms 7.14 5.18 0–17 
Pediatric Symptom Checklist 15.06 11.76 1–53 

CTS Conflict Tactics Scale, MMEA Multidimensional Measure of 
Emotional Abuse, DIS Diagnostic Interview Schedule. 
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variety score of 4.05 for this subscale. DIS PTSD descriptive 
statistics reflected high symptom levels, comparable to those 
reported in a larger sample that included the current 
participants (Taft et al. 2005). Mean PSC scores fell within 
the normal range reported in pediatric and school settings 
(Lloyd et al. 1995; Pagano et al. 1996; Pagano et al. 2000; 
Rauch et al. 1991), with similar rates of children falling in the 
clinical range with respect to behavior problems (7–13%). 

Table 2 displays the bivariate associations among the 
study variables. As hypothesized, MMEA total scores were 
significantly associated with PSC scores such that higher 
psychological aggression was related to higher levels of 
child behavior problems, with this association falling in the 
medium to large range of magnitude. With the exception of 
Dominance/Intimidation, each MMEA subscale was signif­
icantly correlated with PSC scores in the expected 
direction, with associations falling in the medium to large 
range of magnitude. The relationship between Domination/ 
Intimidation and the PSC was in the expected direction ( p= 
0.06), with a small effect size obtained. Restrictive 
Engulfment and Hostile Withdrawal behaviors evidenced 
the largest associations with PSC scores, although these 
associations were not significantly higher than those found 
between either Denigration or Dominance/Intimidation and 
the outcome. Contrary to expectations, the CTS physical 
assault measure was not significantly associated with scores 
on the PSC. Further, when MMEA total scores and CTS 
physical assault scores were entered together as predictors 
of child behavior problems, the association between the 
psychological aggression measure and the outcome remained 
in the large range (pr=0.54) and statistically significant, B 
(34)=0.63, p<0.001. The association between physical 
assault and child behavior problems was in the opposite 
direction as expected, B (34)=−0.37, p<0.01, pr=−0.31. 

Further analyses revealed some interesting differences in 
the relative predictive ability of the separate MMEA 
subscales with respect to child behavior problems. When 
the MMEA subscales were entered together into a multiple 

Table 2 Intercorrelations among study variables 

regression, Restrictive Engulfment and Hostile Withdrawal 
remained significantly correlated with PSC scores (see 
Table 3), with small to medium effect sizes obtained. 
Denigration and Domination/Intimidation, on the other 
hand, were not significant predictors of scores on the PSC 
when considered with the other MMEA subscales. 

Mediational analyses were conducted to determine if 
PTSD symptoms explained the significant associations 
found between maternal psychological aggression exposure 
and child behavior problems. Four separate analyses 
examined the MMEA total scores and the Restrictive 
Engulfment, Denigration, and Hostile Withdrawal sub-
scales, as these measures met the initial criteria for medi­
ation, namely a significant correlation with the mediator 
(DIS PTSD symptoms) and outcome variable (PSC scores). 
Also, as required to demonstrate a mediated association, the 
mediator variable (DIS PTSD symptoms) was significantly 
correlated with the outcome variable. When MMEA total 
scores and DIS PTSD symptoms were entered together as 
predictors of PSC scores in a regression equation, both the 
effects of MMEA total scores, B (34)=0.26, pr=19, ns, and 
PTSD symptoms, B (34)=0.25, pr=0.20, ns, were reduced 
to nonsignificance. A direct test of the significance of 
mediational path (Kenny et al. 1998) was marginally 
significant, z=1.47,  p=0.07. When MMEA Restrictive 
Engulfment scores and DIS PTSD symptoms were entered 
together as predictors, PTSD symptoms remained a signifi­
cant predictor, B (34)=0.29, pr=0.25, p<0.05, the effect of 
Restrictive Engulfment scores was reduced to nonsignifi­
cance, B (34)=0.22, pr=0.16, ns, and the test of mediation 
was significant, z=1.90, p<0.05. When MMEA Denigration 
scores and DIS PTSD symptoms were entered together as 
predictors, PTSD symptoms again remained a significant 
predictor, B (34)=0.33, pr=0.29, p<0.05, the effect of 
Denigration was reduced to nonsignificance, B (34)=0.14, 
pr=0.09, ns, and the test of mediation was significant, z=1.81, 
p<0.01. Both Hostile Withdrawal, B (34)=0.30, pr=0.26, 
p<0.05, and DIS PTSD symptoms, B (34)=0.35, pr=0.30, 

Variable 1 2 3 4 5 6 7 8 

1. CTS physical assault – 
2. MMEA total 0.50*** – 
3. MMEA restrictive engulfment 0.46*** 0.71*** – 
4. MMEA denigration 0.22 0.77*** 0.50*** – 
5. MMEA hostile withdrawal 0.15 0.74*** 0.37** 0.55*** – 
6. MMEA dominance/intimidation 0.77*** 0.81*** 0.61*** 0.53*** 0.43*** – 
7. DIS PTSD 0.22 0.68*** 0.63*** 0.63*** 0.32* 0.55*** – 
8. Pediatric Symptom Checklist −0.05 0.45*** 0.41*** 0.36** 0.39** 0.24 0.45*** – 

CTS Conflict Tactics Scale, MMEA Multidimensional Measure of Emotional Abuse, DIS Diagnostic Interview Schedule. CTS scores, MMEA 
scores, DIS scores, and Pediatric Symptom Checklist scores were log-transformed to normalize the distribution. 
*p<0.05. **p<0.01. ***p<0.001 

http:(34)=0.63
http:(34)=�0.37
http:pr=�0.31
http:(34)=0.26
http:(34)=0.25
http:pr=0.20
http:(34)=0.29
http:pr=0.25
http:(34)=0.22
http:pr=0.16
http:(34)=0.33
http:pr=0.29
http:(34)=0.14
http:pr=0.09
http:(34)=0.30
http:pr=0.26
http:(34)=0.35
http:pr=0.30
http:*p<0.05
http:**p<0.01
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Table 3 Multiple regression 
analyses-MMEA subscales Variables Pediatric Symptom Checklist 

Pr B t p 

R2 =0.25, F (4, 34)=4.21, 
p=0.01 
MMEA Multidimensional Mea­
sure of Emotional Abuse. 

MMEA restrictive engulfment 
MMEA denigration 
MMEA hostile withdrawal 
MMEA dominance/intimidation 

0.26 
0.10 
0.21 

−0.11 

0.36 
0.14 
0.29 

−0.17 

3.16 
1.04 
2.47 

−1.27 

0.00 
0.31 
0.02 
0.21 

p<0.05, were associated with PSC scores when entered 
together into a regression equation, though the association 
between Hostile Withdrawal and the outcome was reduced 
and the test of mediation was marginally significant, z=1.43, 
p=0.08. This pattern of findings provides support for the 
hypothesis that participant’s PTSD symptoms mediate the 
association between abuse exposure and child behavior 
problems. 

Discussion 

PSC scores in this study of children residing with men in 
treatment for partner assault perpetration were comparable 
to PSC scores derived from pediatric primary care and 
inpatient settings (Jellinek et al. 1999; Lloyd et al. 1995) and 
urban elementary schools (Pagano et al. 2000). According to 
recommended cutoff scores (Jellinek et al. 1999), approxi­
mately 10% of the current sample fell within the clinical 
range of problem behaviors, suggesting behavioral func­
tioning impairment meriting further psychological services. 
Although the rates of clinically significant child behavior 
problems were somewhat lower than those obtained in 
studies of children residing in shelters (Christopoulos et al. 
1987; Grych et al. 2000; Ware et al. 2001), and among 
couples seeking marital therapy who report partner assault 
(Jouriles et al. 1989), most studies in this area have used 
other measures of child behavior problems, such as the 
Child Behavior Checklist (Achenbach 1991), thus making 
direct comparisons difficult. 

Levels of intimate partner physical assault were not 
significantly related to child behavior problems. This 
finding was counter to expectations and not consistent with 
some prior studies of children exposed to partner violence 
(Fantuzzo et al. 1991; Jouriles et al. 1989 1996; McFarlane 
et al. 2003; Ware et al. 2001; Wolfe et al. 1985). However, 
several other investigations have similarly reported nonsig­
nificant and modest associations between physical assault 
and child behavior problems (Hughes et al. 1989; Levendosky  
and Graham-Bermann 2000; Rosenbaum and O’Leary 
1981). Further research examining the relationship between 
physical assault and child behavior is needed to clarify these 
conflicting findings, which may result from differences in 
direct witnessing of physical assault, or as a function of other 

correlated risk factors such as parent-child aggression and 
family disruption. 

In contrast to physical assault, psychological aggression 
was robustly associated with child behavior problems, and 
psychological aggression was also a stronger relative 
predictor of this outcome, consistent with recent studies 
examining the effects of both types of intimate partner 
aggression on children (Levendosky and Graham-Bermann 
1998, 2000). These findings suggest that psychological 
aggression plays an important role in understanding chil­
dren’s behavior problems within families characterized by 
interparental physical assault, highlighting the need for 
greater attention to the unique associations that psycholog­
ical aggression may have with child outcomes. 

The examination of different forms of psychological 
aggression represented an attempt to conduct a more fine-
grained analysis of the relationship between these types of 
behavior and child behavior problems. Restrictive engulf­
ment, denigration, and hostile withdrawal behaviors by the 
abusive male partner were all associated with child 
behavior problems at the bivariate level. However, only 
restrictive engulfment and hostile withdrawal behaviors 
were significantly associated with child behavior problems 
when accounting for the other forms of psychological 
aggression. Restrictive engulfment behaviors represent 
attempts to deny the victim access to important social and 
physical resources, and/or to increase dependency on the 
abuser, which may negatively impact children living in that 
environment. Low levels of social support and lack of 
access to other resources have consistently been associated 
with problematic behaviors in children (DuBois et al. 2002; 
Dubow et al. 1991; Flisher et al. 2000). Hostile withdrawal 
behaviors are characterized by emotional unavailability and 
unwillingness to address the partner’s concerns. It is possible 
that such actions are part of a cold and tense home 
environment lacking in nurturance and support. In addition, 
hostile withdrawal may limit the opportunities for children to 
witness conflict resolution, which has been shown to 
substantially reduce child distress in the face of inter-adult 
conflict (Cummings 1998). 

Victim’s PTSD symptoms were a strong predictor of child 
behavior problems. Further, consistent with the literature on 
depression and psychological functioning (English et al. 
2003; Levendosky et al. 2003; Street et al. 2003), PTSD 
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symptoms appeared to mediate the influence of psycholog­
ical aggression on child behavior problems. That is, 
associations between psychological aggression and child 
behavior problems were largely accounted for by the 
presence of women’s PTSD symptoms. Further investiga­
tion into the nature of the relationship between PTSD 
symptoms and child behavior problems appears warranted, 
given current study findings and the high rates of PTSD 
found among samples of battered women (Golding 1999). 
Some previous studies among other trauma victims suggest 
that emotional numbing symptoms in particular may be 
associated with child behavior problems and other negative 
child outcomes (e.g., Ruscio et al. 2002). 

There are a number of other potential contributing 
factors for the strong association found between psycho­
logical aggression and child behavior problems. Children 
may be more likely to witness psychological aggression, 
since this form of abuse is more prevalent and frequent than 
physical assault and is more likely to be displayed in front 
of the child. Witnessed aggression has the most deleterious 
impact on children (David et al. 1996), creating a higher 
likelihood for the modeling of aggressive behavior (Grych 
and Fincham 1990; Levendosky et al. 2002), and an 
atmosphere of threat and insecurity (Jouriles et al. 1996). 
Psychological aggression has also been found to detract 
from victims’ parenting ability (Arias 1999) to a larger 
extent than physical abuse (Levendosky and Graham-
Bermann 2000). Finally, psychological aggression is likely 
to lead to child behavior problems through several other 
unassessed maternal and parenting variables, such as 
maternal depression, low parenting self-efficacy, inconsis­
tent parenting and inadequate parenting alliance, and 
parental substance abuse difficulties (Arias 1999). 

Findings suggest that treatment programs for male 
abusers and battered women may represent important 
sources for identifying children at risk for behavior 
problems. These programs should incorporate victim 
education regarding the potential impacts of both physical 
and psychological aggression on victims and children, and 
foster the seeking of appropriate child services. Women and 
children may also benefit from interventions that incorpo­
rate parenting skills, a suggestion supported by recent 
intervention research on battered women leaving shelters 
(Jouriles et al. 2001). 

Several limitations of the present study bear note. The 
degree to which participants interacted with their children 
was not assessed in this study. Low parent–child contact 
may have limited opportunities to observe child behavior in 
some cases. Further, parent-to-child aggression was not 
assessed. Both perpetrators and victims of relationship 
abuse are more likely to act aggressively toward their 
children than parents in nonviolent relationships (Mahoney 
et al. 2003; McCloskey et al. 1995), and parent-to-child 

aggression has been associated with behavior problems 
among children who have also been exposed to inter-
parental aggression (e.g., Hughes et al. 1989; Jouriles et al. 
1987; Sternberg et al. 1993). Another limitation was our 
reliance on a single reporter of child behavior. Previous 
work has found a relationship between battered women’s 
psychological distress and their reports of child behavior 
(Jaffe et al. 1985). However, one recent study did not find 
such an association (Ware et al. 2001), and another found 
that observer and victim reports of child behavior were 
significantly positively correlated (Levendosky and Graham-
Bermann 2000). In this study, we used a PTSD measure 
reliant on DSM-III criteria. Future investigations should 
employ measures that utilize the most up-to-date diagnostic 
criteria. Our use of cross-sectional data was also sub­
optimal. Prospective studies are needed to more firmly 
establish the causal nature of associations, and to assess the 
developmental trajectories of behavior problems in children 
who live in homes where relationship abuse occurs. 
Although the use of a non-shelter sample of abused women 
was a strength of the current study, results may not 
generalize to either shelter samples or community samples 
of battered women. 
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